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Abstract
Background: People in the criminal justice system have complex needs but often do not make use of services
outside of prison, in many cases due to poorly joined up working between health and criminal justice services. The
‘Engager’ programme aimed to develop a complex collaborative care intervention for people leaving prison with
common mental health problems that could support their transition into the community and facilitate joined up
working between health, justice and social services. To augment our core intervention theory, we wanted to learn
from innovative and forward-thinking services providing interagency support and/or treatment for people
experiencing common mental health problems within the criminal justice system. We wanted to identify key
elements of interagency practice to understand what was and was not effective in engaging people, maintaining
their contact and improving mental health and other aspects of their lives.
Method: We used a multiple case study design with a focused ethnographic approach in four study sites. Data
came from three sources (documents, field notes and semi-structured interviews) underwent a framework analysis.
Results: We identified seven main themes, namely: collaboration, client engagement, client motivation, supervision,
therapeutic approach, peers and preparations for ending. Engaging and motivating clients was dependent on the
relationship built with the professional. This relationship was developed through building trust and rapport, which
required time and respectful, open and honest communication. Professionals were often unable to build this
relationship effectively if they did not work in effective interagency collaborations, particularly those which included
shared practices and were supported by effective supervision.
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Conclusions: The multiple case study design contributed insights as to how health and justice services work
together. The main themes identified are well known factors in health and justice co-working. However, the novel
insights were gleaned examining interdependence and interactions in complex, multifactorial phenomena and
practice, in particular the importance of shared practice and supervision models. The approach of selecting a small
number of cases representing identified knowledge gaps contributed a valuable addition to the program theory
and delivery for an innovative complex intervention.
Keywords: Case study design, Health services, Justice services, Common mental health, Interagency working,
Collaboration, Engagement
Introduction
Individuals coming out of prison experience a combin-
ation of complex mental health problems, social exclu-
sion and resettlement difficulties (Hamilton & Belenko,
2016; Mallik-Kane & Visher, 2008; Toi & Mogro-
Wilson, 2015; Wallace et al., 2016). While those with
substance use disorders and severe mental illness, such
as psychosis, are likely to be in contact with specialist
services, others with common mental health problems
(anxiety, depression, post-traumatic stress disorder) are
unlikely to be in regular contact with any service (Byng
et al., 2012; Shaw et al., 2017). There is a dearth of
robust evidence-based literature to inform the delivery
of services for those with common mental health prob-
lems. There are, however, isolated pockets of innovative
practice that have attempted to overcome some of the
challenges faced by both individuals and services. This
paper describes the use of case studies of such innova-
tive services to inform the delivery of a complex collab-
orative care intervention for men with common mental
health problems in the UK (‘Engager’), the aim of which
was to support their transition from prison to the
community.
People in contact with all parts of the Criminal Justice
System (CJS), but especially those in prison, have a high
prevalence of mental health problems, much higher than
that found in the general population (Brooke, Taylor,
Gunn, & Maden, 1996; Brugha et al., 2005; Fazel &
Danesh, 2002; Harding, Wildgoose, Sheeran, Beckley, &
Regan, 2007; Mair & May, 1997; Rekrut-Lapa & Lapa,
2014; Singleton, Meltzer, Gatward, Coid, & Deasy, 1998;
Sirdifield, 2012; Stewart, 2008). They also often have co-
morbidities, including physical (Ministry of Justice, 2012;
Public Health England, 2014) and/or substance misuse
problems (Light, Grant, & Hopkins, 2013) and a wide
range of personal and social problems. Those in contact
with the CJS frequently lead chaotic lives, typically
including homelessness, unemployment, and broken
relationships with their partners and children (Prison
Reform Trust, 2018).
Despite their complex needs, the evidence suggests
that those in contact with the CJS often make little use
of health services while outside of prison (Harty, Tighe,
Leese, Parrott, & Thornicroft, 2003; Lennox et al., 2012).
In theory, once released into the community, those with
common mental health problems are provided for by
mainstream statutory services including general practice,
community mental health teams, and Increasing Access
to Psychological Therapies (IAPT) services. However, in
reality few access these services (Byng et al., 2012).
Given the complexity of needs in this population that
separately challenge the CJS and health service, inter-
agency collaboration is essential (Lennox, Mason, McDon-
nell, Shaw, & Senior, 2012). Government publications
have recognised the need for improvements in CJS health
care (Bradley, 2009; Department of Health, 2009), Identi-
fying a habit of ‘working in silos’ which has resulted in dis-
connected policies and practices, differing workloads, a
lack of information sharing and insufficient opportunity to
meet and share ideas (Bradley, 2009). They advocate a
joined-up approach to services, with effective interagency
working throughout the entire care pathway. However,
despite the political drive to improve health and CJS part-
nership working, there is evidence that services have
struggled to implement such policies (House of Com-
mons, 2018; National Audit Office, 2017; Public Health
England, 2016) resulting in individuals falling between
gaps in services, a lack of clear accountability, and poor
continuity of care.
In 2013 the Government published Transforming
Rehabilitation: A strategy for reform (Ministry of Justice,
2013) which aimed to promote more co-ordinated and ‘in-
novative’ inter-agency work with prison leavers through
the development of supply chains of service providers, in-
cluding third sector organisations, led mainly by large pri-
vate sector ‘primes’ (Maguire, 2016). Community
Rehabilitation Companies (CRCs) were established to pro-
vide a nationwide through the prison gate resettlement
service to provide continuous support from custody into
the community, for low to medium risk offenders (the Na-
tional Probation Service (NPS) remained responsible for
high risk offenders). However, substantial concerns have
been highlighted, including difficult working relationships
between the CRCs and NPS, limited partnership working
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between the CRCs and voluntary organisations and poor
through the gate support (National Audit Office, 2016,
2019). As a result, the Government announced the end of
the CRC contracts in 2020 – the latest in a long history of
failed attempts to create effective ‘joined up’ resettlement
services for prisoners.
The aim of the ‘Engager’ programme was to develop
and evaluate a complex collaborative care intervention
for prisoners with common mental health problems that
supports their transition into the community and facili-
tates joined-up working between health and CJS services
(Kirkpatrick et al., 2018). ‘Engager’ was iteratively devel-
oped from a number of sources, including a realist
review of the scientific and grey literatures (Pearson
et al., 2015), a series of focus groups (Owens, Carter,
Shenton, Byng, & Quinn, 2018), the lived experience of a
group of peer researchers (Taylor, Gill, Gibson, Byng, &
Quinn, 2018), and a realist formative process evaluation
(Brand et al., 2019) embedded in a pilot trial (Lennox
et al., 2017). In designing and planning its delivery, we
wanted to try and identify key elements of practice and
to understand what was, and was not, effective in help-
ing to engage people, maintain their contact and
improve their mental health and general wellbeing. To
achieve this, we decided to produce some detailed case
studies of innovative and forward-looking services where
health and criminal justice partnerships worked well.
Figure 1 provides an overview of the ‘Engager’
programme and shows where the case studies occurred
in the theory development timeline. Our initial program
theory had three important presumptions; 1) ‘Engager’
practitioners are the main intervention resource, and
together with the prison leaver produce outcomes; 2)
individuals’ problems are diverse, therefore flexibility
was prioritised over fixed protocolisation of intervention
components; 3) ensuring delivery in challenging contexts
would require substantial and well-focussed resource
and a comprehensive implementation platform would be
required. Therefore, to augment theory based initially on
an analysis of literature (Pearson et al., 2015) and per-
sonal accounts (Owens et al., 2018), we set out to learn
from services that were providing support and/or treat-
ment for people with mental health problems who are




We used a multiple case study design (Yin, 2003), with a
focused ethnographic approach (Knoblauch, 2005) as we
wanted to understand the complex phenomena within
their contexts and explore differences within and
between cases.
Selection of cases for study
To select suitable cases, we developed a set of criteria
based on components of our emerging ‘Engager’ proto-
type intervention, particularly those areas where we had
identified gaps in our current knowledge or needed
better understanding (Table 1).
Services with potential to shed light on those areas
were identified through a call to all Offender Health
Research Network members, a broad internet search,
and targeted examination of relevant criminal justice
and health related websites. Thirty services were identi-
fied, details of which were used to populate a grid based
Fig. 1 Overview of the ‘Engager’ programme
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on the criteria in Table 1. All 30 services met at least
one criterion, but those only meeting one were not taken
forward as we were also interested in how these aspects
of services might influence one another. The remaining
cases which met more than one criterion were reviewed
by the research team and those finally selected were ser-
vices felt by the research team to be most important for
our developing theory and which were also willing to
participate in the research.
Four case studies were selected and analysed. Service
names have been removed to maintain anonymity.
Table 2 maps each case study onto our six criteria.
Case study 1 was a large male prison with a dedicated
resettlement wing with well-developed through-the-gate
services. The prison had a range of health and social
care services working in close collaboration with the
prison, developing shared care pathways and joint plan-
ning. In addition, it had a well-established model of peer
support.
Case study 2 was a probation service which also had a
co-located IAPT service (psychological therapy) within
the same building. Interagency agreements between pro-
bation and the health service delivering the IAPT service
had been established at the beginning of the co-location
of the services and they had been trying to implement
more joint working. In addition, the IAPT service sup-
ported clients in thinking about how to plan for the end
of the psychological therapy.
Case study 3 was a service that was jointly funded
by Her Majesty’s Prison and Probation Service
(HMPPS) and the local NHS trust with clear joint
working arrangements. The service provided a range
of therapeutic approaches and psychological therapy
for offenders with personality disorders, on licence
under probation supervision. Clients were identified
in prison and supported through-the-gate into the
community, with sustained support while under
licence and fully developed preparations for comple-
tion of the intensive intervention.
Case study 4 was a community service providing sup-
port for young people aged 16–22 who had been experi-
encing severe emotional distress. The service provided a
range of therapeutic approaches and psychological ther-
apy (including mentalisation). In comparison to case
study 3, which was a long-term intensive intervention,
this was a time-limited approach and therefore prepared
young people for the ending of support, but over a much
shorter period.
Data collection
For each case study, data came from three sources,
namely documents, field notes and semi-structured
interviews (See Fig. 2). Relevant documents (for ex-
ample, internal and external evaluations, reports and
audits, service information aimed at service recipients,
standard operating procedures) relating to each case
study were collected in advance of a visit. All docu-
ments were read and underwent content analysis.
Examining the printed and published data in this way,
before the visit, allowed us to identify questions and
areas about which we wanted more detail.
Ethnographic data collection occurred between
January 2014 and February 2015. A researcher [CL or
SB] spent 2–4 days at each case study site, observing
the service and the way it functioned. They made
field notes, clearly distinguishing between what they
actually observed and their own thoughts about their
observations. They also conducted semi-structured
face-to-face interviews with managers, practitioners
and service recipients (10–15 informants at each site).
Interviews focused on how the service did and did
not work, for whom, and how outcomes could be im-
proved. Realist interview schedules were constructed
using the context-mechanism-outcome (CMO) config-
urations in the initial program theory (see Brand
et al., 2019, for more details on how realist methods
were used to develop the program theory). The devel-
oping program theory informed iterative revision of
interview schedules.
All participants were provided with an information
sheet explaining the details of the study, including in-
formation on how to withdraw and how data would
be anonymised and remain confidential. All interviews
were recorded on an encrypted Dictaphone. Inter-
views were transcribed as soon as possible after the
interview and anonymised at the point of transcrip-
tion. The audio file was then securely deleted.
Table 1 Criteria for case study selection
1. Service delivers psychological therapy to justice involved groups.
2. Service delivers through-the-gate working.
3. Service has established and developed care pathways linking different agencies both within and outside of the prison.
4. Service has established and developed joint care plans/formulations between health and criminal justice agencies.
5. Service is involving peers to offer/deliver support.
6. Service is preparing and supporting people coming to the end of an intervention/therapy.
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Analysis
Figure 2 provides an overview of data collection and
analysis. All documents were analysed using content
analysis and taking a deductive approach. Interviews
were audio-recorded and transcribed verbatim. A pre-
liminary thematic analysis (inductive & deductive) was
undertaken of the interviews and field notes. A
framework approach (Ritchie & Spencer, 1994) was
adopted, following the five steps described below.
Familiarisation
Two researchers (CL & RS) immersed themselves in the
raw data by listening to recordings, reading and re-reading
all transcripts and documents, and making notes or
Table 2 Case studies selected against questions





Care pathways linking agencies
both within and outside the
prison
Joint plans/formulation between









1 ✓ ✓ ✓
2 ✓ ✓ ✓ ✓
3 ✓ ✓ ✓ ✓ ✓
4 ✓ ✓
Fig. 2 Data collection and analysis
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analytic memos on spontaneously arising topics of inter-
est, key ideas and recurrent themes.
Developing a coding framework
A coding framework was developed iteratively, using
spontaneously arising topics of interest, issues raised by
the participants and views or experiences that recurred
in the data (inductive codes), as well as a priori (deduct-
ive) codes derived from the CMOs of initial program
theory.
Coding
The coding framework was systematically applied to all
the data, using NVivo 11 software to assign sections of
text to particular codes. Transcripts were coded by CL
or RS and 20% of transcripts were double coded and
checked for consistency by CL. Any disagreements were
resolved by discussion and arriving at a consensus with
the wider team. The end product was a detailed index,
which sorted the data into labelled chunks for further
exploration.
Charting
Indexed data were entered into a framework matrix con-
taining separate rows for each theme and columns for
each case. The cells were populated with summarised
data, including direct quotes from documents and inter-
view participants, and reflective field notes. The com-
pleted matrix provided a visual aid to organisation,
analysis and interpretation, facilitating identification of
patterns within the data.
Mapping and interpretation
During this stage we pulled the key characteristics of the
data from each case study, identifying cross-cutting
themes that worked across all four case studies (Ritchie
& Spencer, 1994). Two researchers (CL & RS) took on
the main responsibility for undertaking the initial inter-
pretation and mapping of the data, with the rest of the
team being used as a sounding board, to check the per-
suasiveness of the analysis. The cross-cutting themes
were expressed as narrative summaries, of the evidence
for each component of the intervention. The results of
this stage informed a stakeholder consensus group meet-
ing and fed into decisions about which components of
the ‘Engager’ intervention should be prioritised,
amended or discarded in the main trial.
Ethical approval
Ethical approval for the study was given by the East of
England – Essex Research Ethics Committee (reference
number 13/EE/0249). National Offender Management
research approval was given in October 2013 (reference
number 2013–187). Local research ethics (Research &
Development) approval and the appropriate site-specific
assessments were obtained from the relevant NHS
Trusts at each case study site.
Results
The seven themes and seven sub-themes identified, as
shown in Table 3, are reported in the results below. How
these findings were then incorporated into the ‘Engager’
complex intervention is detailed in the ‘Discussion’
section.
Table 3 Condensed framework matrix showing themes, sub-themes and data included from each case study
Theme Sub-theme Case Study
1 2 3 4
Collaboration (inter-professional practice) ✓ ✓ ✓ ✓
Shared information ✓ ✓ ✓ ✓
The whole is greater than the sum of its parts ✓ ✓
Client engagement ✓ ✓ ✓ ✓
Clear communication ✓ ✓ ✓ ✓
Building Rapport and Trust ✓ ✓ ✓ ✓
Time ✓ ✓ ✓
Client motivation ✓ ✓ ✓
Timing ✓ ✓ ✓
Preparation ✓ ✓ ✓
Supervision ✓ ✓
Therapeutic style/approach ✓ ✓ ✓ ✓
Peers ✓ ✓
Preparations for ending support ✓ ✓ ✓
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Collaboration
In all four cases, staff interviewees highlighted the im-
portance of collaboration within and between multidis-
ciplinary teams. Often this consisted of individuals who
were motivated and supported by their own service to
work within and across service boundaries. The import-
ance of shared practice(s) was discussed by many and
this was vital in enabling collaboration when working
with complex groups.
In two of the four cases (Case Studies 2 & 3), health and
criminal justice agencies were in the same building.
Shared working practices between the two had been estab-
lished from the very beginning, with both agencies being
fully on board with the set-up of the service, with clear
joint goals and responsibilities. This inter-professional
working was at all staffing levels, from commissioners and
senior management to front-line staff. During the setting
up of the service, regular joint meetings were held in
which the teams “bashed out all the issues” (Case Study 2;
Staff Participant 1) and worked to reach an agreed set of
goals and practices. Achieving such good relationships
between health and criminal justice agencies took time
and required hard work from both partner agencies, and
the relationship required continuous fostering. For ex-
ample, in Case Study 2 understanding between the two
agencies was sustained by drop-in surgeries, at which pro-
fessionals could answer each other’s questions and clarify
processes and criteria for referral to their service. In case
study 3 joint forums were actively encouraged where the
health and justice teams could meet as a whole team: “…
in the [whole] team we will be able to chip in and it just
feels fairer and feels more empowering and more flexible”
(Case Study 3; Staff Participant 3).
Staff participants reflected on previous roles in other
organisations that did not have such well-established
and embedded collaboration from service inception:
where this happened, services were more likely to exist
in silos. A participant said:
“what the prison thinks is important for the resettle-
ment wing, what prisoners think is a resettlement
wing, and what agencies that want to work with
prisoners think is important, all those three things,
you need somebody to oversee it and coordinate it,
and there actually isn’t any coordination of services
at [prison]. But we all coordinate how? Who we’re
working with and how we work together, I think
that’s probably the bit that’s missing.” (Case Study 1;
Staff Participant 4).
Shared information
In the two cases that had shared practices (Case
Studies 2 & 3), they were established at the cross-
organisational level and were seen to support infor-
mation flow and make information sharing quicker.
Furthermore, fast and open communication between
health and criminal justice staff meant that clients’
needs could be responded to more appropriately and
positive outcomes were more likely, for example,
using knowledge from both services to better under-
stand why clients may have missed appointments, or
managing risk collaboratively. One staff participant
said:
“I think sharing information has definitely changed
my practice. The ability to take a calculated risk
and work together and recognise that this is a part
of somebody’s, behavioural difficulties, traits and try
and work with that and maybe not just recall them
without exploring other ways of working” (Case
Study 3; Staff Participant 3).
An additional benefit of this improved sharing of
information was that it created learning opportunities,
with health and criminal justice staff being able to
increase their knowledge about the other service and
about client-related issues more generally. Better infor-
mation flow between services was also noted to save
resources, ensuring that work was not duplicated. It
ensured that a consistent and cohesive response across
both agencies was provided to clients and this reduced
the risk of miscommunication between services.
In cases without this level of collaboration (Case Studies
1 & 4) there appeared to be inflexible and organisation-
specific bureaucracy, which impeded collaboration and
meant that clients had to provide the same details repeat-
edly. One staff interviewee commented that:
“Everyone’s like ‘No, we have to use our own form’.
Maybe if we had some kind of case management sys-
tem where we could all input, you know, a section so
that you could go on and you would know exactly
what was happening with everybody and how it was
all going to fit together” (Case Study 1; Staff Partici-
pant 4).
The whole is greater than the sum of its parts
In the two cases with well-established collaboration
between health and criminal justice agencies (Case
Studies 2 & 3), staff suggested that their ability to
manage complex groups was better as a whole than
as individual services or practitioners:
“it’s relying on the expertise of the team, we’ve all
got different skills and we’ve come from different
backgrounds and we’ve all got different opinions,
so it works well … with the best will in the world,
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I can’t do everything” (Case Study 3; Staff Partici-
pant 3).
In this case they described their approach as being like
‘magpies’:
“The needs of the men means we have to make use
of all the resources within the team, we’re like mag-
pies, there isn’t a group that hasn’t been done at
least once before, we’d identify a need for that and
then we’d all work together to pull the programme
together to meet those needs and then support staff
to deliver that”. (Case Study 3; Staff Participant 1).
Maintaining the effectiveness of this balance between
individual professionals and a whole team approach re-
quired time and effort from the whole service. Being
clear about roles and responsibilities ensured that that
there was no duplication and that one agency did not
undermine that work of another, “it’s all about how you
can complement each other, not duplicating what some-
one else is doing” (Case study 2; Staff Participant 3).
Client engagement
In all four case studies, client and staff interviewees
talked about what were the key components of establish-
ing and maintaining client engagement. These were:
clear communication, building rapport and trust, and
time.
Clear communication
Clear, open and honest communication was discussed by
interviewees (staff and clients) across all case studies in rela-
tion to generating trust and maintaining engagement by
managing client expectations. From the outset, a positive
relationship was more likely to develop if clients felt that
they were being properly informed. However, as one staff
participant stated, many clients had not experienced this
clear, open and honest communication before:
“Well the first thing is not to fob them off. These
people have been used to being fobbed off and failed,
so I, I always say to them at the outset that I won’t
promise them anything that I can’t deliver … and
that doesn’t always make me very popular but at
least people know that that’s where they stand. This
group is very vulnerable, and they’ve had that hap-
pen a lot, and they expect it, they’re quite surprised
when people actually follow through on what they
say, which I think’s a shame” (Case Study 1; Partici-
pant 2).
It was suggested that adapting one’s style of communi-
cation for each client was useful in maintaining
engagement and that this might also change across the
course of the relationship. Several staff described using
alternative methods of communicating with their clients,
aside from traditional talking therapy and work sheets,
which could mean they became overwhelmed and demo-
tivated. One staff participant described creating a collage
with their client, as this moved the focus of attention
from them and allowed them to express themselves in a
non-verbal manner. Other staff suggested engaging in
activities such as walking, visiting farms or other such
social activities in order to strengthen their relationship
with clients, but more importantly ensuring that conver-
sations were in a more ‘naturalistic’, less formal and clin-
ical setting.
It was noted by staff that professionals should be both
positive and empowering in their communication with
clients:
“There’s something important about being clear
about celebrating and noting success that really
helps support the relationship” (Case Study 3; Staff
Participant 1).
Another said that:
“I like to be as open as possible with the client, to
say this is your session, you’re a partner with me [ …
…] you can help me guide the session” (Case study 2;
Staff Participant 1).
It was further highlighted that honesty and clarity of
communication should also extend to staff openly ad-
mitting when they have made mistakes to demonstrate
respect to clients.
Building rapport and trust
A commonality across all four case studies was the view
that clients had in the past experienced very difficult
personal relationships and at times very difficult rela-
tionships with professionals. As a result, building trust
and rapport, while noted as sometimes difficult, was vital
for maintaining engagement; “I certainly think that’s
what brings them back, it is because I am who I am. It is
about relationships” (Case study 4; Staff Participant 1a).
The benefits of developing trust and rapport with staff
were clear to see from these clients’ comments:
“I opened up more than I have opened up to my own
family … she just puts you at ease” (Case study 2;
Client Participant 8).
“I don’t see them as key workers, now I see them
as friends, you just develop that relationship
where you can speak freely but that wasn’t the
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case at the beginning” (Case Study 3; Client Par-
ticipant 7)
Continuity was important in developing trust and
rapport:
“They [clients] find it difficult to trust people, keep it
simple and have one person that they deal with, you
know, throughout. It helps them build that rapport
with the person … I don’t think people realise what
a massive impact that has on somebody, having a
different worker” (Case study 2; Staff Participant 9).
Highlighted in all case studies was the importance of
staff showing respect to clients; this was the foundation
for developing trust and rapport and was crucial for
their continued engagement. As one client reported:
“I’ve only seen respect and courtesy from [staff at this ser-
vice], you know what I mean, so, and most of the lads
are quite brought round by it” (Case Study 1; Client Par-
ticipant 5).
Time
The concept of time was an important factor in en-
gaging clients. Having time was necessary to build trust-
ing and supportive relationships to sustain engagement
in therapy, especially amongst complex clients. It was
generally agreed that the longer a relationship had been
in existence, the more robust it was. For that reason, re-
lationship building should begin as early as possible, and
if possible, with work taking place well before any sig-
nificant transitions e.g. between prison and the
community.
The development of therapeutic relationships over time
was regarded as important not just for transitional phases,
but also for the client to feel comfortable and supported
enough to share their life experiences with professionals.
For example, in Case Study 4 they had a 12-week assess-
ment period which was regarded as beneficial for engage-
ment because the clients didn’t have to tell everything in
an hour but could build trust over time. Additionally, it
was argued, the more time spent with a client, the more
understanding professionals they will have of them, allow-
ing the staff member to provide better care.
Client motivation
The case studies identified that, once a client had en-
gaged with services, it was important to understand their
motivations to continue, how soon to start more formal
therapy and when to expect behaviour change.
Timing
Many client participants believed there was a ‘right time’
at which people were more willing to engage with
therapy and to change their behaviour. One client
reported that the right motivations were key, arguing
that: “you’ve got to be in the right frame of mind, you’ve
got to want to take part” in therapy for it to be success-
ful (Case Study 3; Client Participant 7). Another dis-
cussed how, as a younger man, he would not have
engaged with some aspects of the therapy that he now
found helpful:
“If you’d have said anything to me about doing
meditation back in 1995, I’d have said, what, you
having a laugh or something? It would never have
happened … you know what I mean. First because I
wasn’t into that sort of thing, and second because I
didn’t have the confidence. My confidence and self-
esteem were so low that it was unbelievable. There
was no way you would have got me in here with a
bunch of people doing all sorts of weird movements
and stuff. It just wouldn’t have happened. But that’s
another way in which I’ve changed. And I am more
open to these sort of things” (Case Study 3; Client
Participant 9).
Preparation
Linked to this was the view that there was a ‘right time’
to begin more formal therapy and that this could be cre-
ated by careful preparatory work. This consisted devel-
oping ‘emotional literacy’, so that the client felt more
comfortable naming emotions:
“I think it’s really important for people to have a
narrative. The emotional literacy provides a narra-
tive, a way of articulating what’s going on … I can
have a conversation with somebody very quickly be-
cause we have established a context for particular
words to describe what it is they’re feeling” (Case
Study 4; Staff Participant 2b).
In case study 2, criminal justice staff played a vital role
in explaining what therapy would be like, preparing
them to start thinking about their thoughts and behav-
iours and managing their expectations, as many had had
negative experiences with mental health services in the
past.
“I think it’s about how you explain things to people,
because some people think they’re going to talk about
their childhood abuse and they’re going to talk about
really deep-rooted issue. I don’t explain it like that, I
say, your past abuse isn’t going to suddenly disappear,
it’s about how you can deal with that. That’s about
preparing for therapy, if you don’t do that with them
then they’re obviously going to have unrealistic expec-
tations” (Case Study 2; Staff Participant 9).
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Supervision
In three out of the four cases (Case Studies 2, 3 &
4), supervision was mentioned as a vital aspect to
support staff when working with complex clients.
Supervision could ensure that staff were not left feel-
ing “unheard or neglected” (Case Study 3; Staff Par-
ticipant 1). One staff participant suggested: “I think
it’s helping the staff members feel a little bit more
contained, hopefully a bit more guided, confident
about what they’re doing in their work really” (Case
Study 3; Staff Participant 6). Another simply that
supervision “keeps us safe and keeps us sane” (Case
study 4; Staff Participant 1.2a).
Different types of supervision were seen to have differ-
ent benefits. For example, the necessity for a “manager-
ial eye” to be kept on the work with clients was summed
up by this participant:
“We’re asking people to do quite complicated work
really and if they haven’t got someone to check in a
detailed way about how that work’s going, then it
drifts” (Case study 3; Staff Participant 6).
However, supervision as a form of emotional support
was thought to be more important:
“We recognise here that the client can be very dam-
aging to us, in terms of just feeling quite over-
whelmed, just feeling that they can trigger a lot of
your own kind of schemas, um, and it’s important
that people have a place to talk about that” (partici-
pant 3.6)
Supervision, as a form of emotional support, was not
only crucial for the well-being of staff, but also enabled
them to work more effectively with other professionals
and clients. As one staff interviewee stated:
“colleagues will work better with each other if they
are given space to vent their feelings” (Case Study 3;
Staff Participant 1).
The professional who provided the supervision was
also important. In two of the four case study sites, there
had been a shift from a professional internal to the ser-
vice to an external provider and vice versa. Both cases
highlighted that, from their perspective, a professional
external to the service was best and improved the
quality:
“It all got a bit messy in terms of roles [when we had
internal supervision] and so we decided to get an
external supervisor. On the whole, that is better”
(Case study 3; Participant 3.1).
Therapeutic style/approach
All four case studies included some discussion on thera-
peutic style or approach. Across the case studies there
was a wide variety of different therapeutic approaches,
including: counselling, Cognitive Behavioural Therapy,
Psychotherapy, Cognitive Analytic Therapy, Transac-
tional Analysis and Mentalisation. Services used a range
of techniques, as it was not possible to “shove the client
into a model” (Case Study 2; Participant 1). Intervention
type very much depended upon the assessment of the
individual’s needs and goals and needed a very pragmatic
approach.
“We have to be pragmatic, we had all these high
aims of getting people into paid employment and lots
of ideas about how to do that. And then we realised
that a lot of these men struggled to sit in a room
with other people in a non-conflictual way. We’ve
had to moderate our expectations and approach,
but still with an optimistic stance and not giving up
on people.” (Case Study 3; Participant 1).
Mentalisation-based approaches were used in two of
the four case studies (Case studies 3 & 4). On one case
to “help [clients] be more effective in their relationships,
it helps then to keep another person’s mind in mind”
(Case Study 3; Participant 6). For staff, “it’s part of the
infrastructure of their work and is used all the time, par-
ticularly for recognising what’s in our minds isn’t neces-
sarily apparent to the person we’re working with” Case
Study 3; Participant 1). While both case studies used
Mentalisation, it was an approach rather than
Mentalisation-based therapy; “I think it can be perceived
and is often delivered in quite a complicated way …
we’ve just kind of shortened it … kind of changed it to be
more usable” (Case Study 3; Participant 6).
The same professional noted that they also used ele-
ments of Cognitive Analytic Therapy as part of this
approach:
“When the men leave, key workers do write letters,
and all the staff are invited to write a little para-
graph to the men about reflecting on their time here,
how the key workers have experienced them, what
they’ve noticed about their lives, that’s kind of reso-
nated with them and some of the areas to work on. I
just think it’s a really powerful way, it helps the men
to feel quite contained and held and understood”
(Case Study 3; Participant 6)
Modelling positive relationships was also seen as an
important approach used in Case Studies 3 & 4 “your
relationship with them is a way of them learning what
it’s like to be in a positive relationship” (Case Study 4;
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Participant 2b). This might involve actually role-playing
scenarios: “I give them absolute permission to use me as
a guinea pig for the way they might want to learn about
being in a relationship” (Case Study 4; Participant 2b).
Peers
One of the main reasons for selecting Case Study 1 was
the service’s use of peers within the prison setting as
‘healthcare reps’. Healthcare Representatives support
prisoners’ access to health services and undertake a
range of duties, including: distribution of appointment
slips; reminding other prisoners of appointments; acting
as listeners and advocates for health and social care is-
sues; attending regular meetings with healthcare staff to
share service updates and feedback from other prisoners
and, providing healthcare information to new prisoners.
All professionals interviewed in Case Study 1 felt that
the use of peers as healthcare representatives was an
excellent initiative. Observations from professionals sug-
gested that it helped the peer by increasing self-esteem,
self-advocacy and a sense of responsibility. As well as
direct benefits to the peer, healthcare professionals felt
that the healthcare representatives had improved ser-
vices within the prison and acted to improve communi-
cation between other prisoners and healthcare:
“healthcare reps (peers) are pretty good at being that
in-between, which is important cos sometimes lads
don’t want to say anything, they struggle forever, and
it may well be that they will come and tell you
something, do you think he’ll talk to me. It’s that, it’s
that bridge between sort of them and us really”
(Case Study 1; Participant 2).
However, one professional felt that the healthcare
reps initiative only worked because it had a dedicated,
full-time manager and without that it would have
failed. Also they highlighted that there had been sev-
eral incidents where the healthcare rep position had
been abused and therefore any peer involvement
needed robust procedures.
Preparations for ending support
Participants at three of the four sites talked about how
they prepared their clients for the time when the therapy
or service came to an end (Case Studies 2, 3 & 4). In all
three cases, professionals talked about the importance of
planning for the end well in advance and reminding and
counting down the number of sessions left. Professionals
also highlighted the importance of framing the end, not
as finite, but as only part of the person’s journey. One
professional stated:
“So they’ll often come in and say, what’s the point in
talking to you, you’re just going to up and leave after
two years, aren’t you? I say, then maybe I can occupy
one chapter in your book and let’s see what we can
do and how we change your story.” (Case Study 4;
Participant 2b).
Discussion
The aim of the case studies was to fill the gaps within
our knowledge and provide practical insights for the
development of the ‘Engager’ program theory and prac-
tice. This was achieved by identifying key cross-cutting
themes of our perceptions of effective practice within
health and justice services and how these practices
worked to engage and retain clients. We were able to
examine how these themes worked in combination, as
well as singularly and explore similarities and differences
to how they functioned across a variety of cases. This
new knowledge was incorporated, along with learning
from the other parts of the ‘Engager’ programme (Brand
et al., 2019; Lennox et al., 2017; Owens et al., 2018; Pear-
son et al., 2015) into the four key elements of the Imple-
mentation Delivery Platform: the manual, the training,
supervision and interagency organisational agreements.
How the case studies changed the ‘Engager’
implementation delivery platform
The findings from the case studies were critical to the
development of the ‘Engager’ intervention manual, by
providing practical guidance for practitioners about how
to achieve, for example engagement and trust with cli-
ents and effective collaboration with other services. The
original model for the psychological therapy component
within ‘Engager’ was based on an IAPT style approach,
but all case studies highlighted that this alone would not
meet the complex needs of the client group. They
highlighted the clear need for an intervention to have in
its toolbox a range of psychological therapies and that
the addition of a mentalisation-based approach would be
beneficial to support the relationship between the practi-
tioner and client. The case studies also led us to focus
specifically on the role of supervision for the ‘Engager’
team, and the additional need for external supervisors.
As a result, each ‘Engager’ team consisted of at least two
practitioners and a supervisor who provided day-to-day
case management and internal supervision, with a senior
clinical psychologist with expertise in mentalisation-
based approaches providing external supervision. The
case studies altered our understanding of when the
intervention should begin and how it should end. Within
the pilot trial (Brand et al., 2019; Lennox et al., 2017) the
intervention delivery began 12 weeks pre-release. The
case studies highlighted the need for time and significant
amounts of preparatory work to build trust and rapport.
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Therefore, we increased the time available for delivery of
the intervention within the prison from 12 to 16 weeks.
In addition, the case studies demonstrated the need to
prepare clients for the end of an intervention, starting at
the commencement of the intervention and talking
about how they would like their ending to be. An im-
portant part of this was framing the ending as a positive
step in a longer journey and the case studies suggested
providing clients with a summary of their progress.
Finally, one aspect that was in the initial ‘Engager’ proto-
type was the use of ‘Engager’ peers to support engage-
ment and improve outcomes. Evidence from the case
studies suggested clear benefits for peer involvement,
but less benefit for the recipient and that involving peers
in interventions required significant planning and man-
agement to avoid adverse incidents and abuse of respon-
sibilities. A systematic review of the effectiveness of peer
education and peer support in prison echoed the bene-
fits for the peers but less robust evidence for benefits for
recipients (Bagnall et al., 2015). Therefore, based on this
evidence the team decided not to include ‘Engager’ peer
support, but if the individual wanted peer support/men-
tor the ‘Engager’ practitioner would encourage and
facilitate accessing a peer/mentoring service.
Key elements of interagency working
These case studies highlight that engaging and motivat-
ing clients is dependent on the relationship built with
the professional, which is developed through building
trust and rapport. This in turn, required time and
respectful, open and honest communication. The case
studies also highlight that professionals are often unable
to provide this effectively if they themselves did not
work in effective interagency collaborations that were
greater than the sum of their parts, had shared practices
and effective supervision. Without these, professionals
often reverted to silo-working and restrictive practices,
which impacted directly on their relationships with cli-
ents and in turn on clients’ outcomes. In addition, not
taking a ‘one size fits all’ approach to therapeutic style
was important, given the complexity of the client groups,
but this relied on having a very skilled and well super-
vised workforce to be able to deliver combined
approaches.
Numerous studies have identified the relationship or
therapeutic relationship as being essential to the creation
of positive client experiences (Lambert & Barley, 2001).
Personal qualities such as empathy and warmth are
more associated with positive client outcomes than any
specific specialised treatment intervention, and some
studies have suggested that the relationship is by far the
most important factor (Stamoulos et al., 2016). However,
what is interesting in these case studies is that profes-
sionals show how client relationships can be damaged or
adversely affected by dysfunctional interagency
collaboration.
It was clear from these four case studies that health
and justice services sharing common practices was
vital to the development of relationships. The impact
of shared goals on collaboration has been discussed
frequently throughout the literature (Harris, 2003), as
has the impact of good communication, and willing-
ness to share information (Sloper, 2004). It is often
assumed that interagency working based on shared
knowledge and expertise will be effective (Nash,
2006), but it has been argued that when working with
complex client groups, such as those involved with
the criminal justice system, this needs to be more for-
malised with clarity on roles and responsibilities and
clear accountability (Watson, 2010).
Two of our case studies highlighted that the manage-
ment of complex client groups was better done by ser-
vices working collaboratively together rather than as
individual services or practitioners. However, maintain-
ing a balance between wider team membership and
retaining individual professional identity can be difficult.
This is made more complex where the boundaries
between individual job roles and roles in the collabora-
tive process become blurred. Rose and Norwich (2014)
define this as ‘identity dilemma’ whereby there is a con-
flict between deep, but bounded, specialist knowledge
and wider knowledge which spans professional boundar-
ies. They argue that it can take time to develop a clear
idea of what it means to be a hybrid or ‘interagency’ pro-
fessional in practice, which can result in practitioners
feeling insecure within such a role. Evidence from these
two case studies suggests that those involved overcame
these dilemmas by putting in time and effort at the
beginning of setting up the services with clear roles and
responsibilities for interagency professionals and the
regular forums.
The case studies highlight many of the same issues
encountered in inter-professional working with complex
groups. Hood (2012) presents a critical realist model of
complexity for considering these issues. He argues that
it is ‘naïve’ to disaggregate complex needs into individual
needs that are then targeted by specific interventions
and professionals, with pre-specified outcomes. Needs
are complex, and each need will have a range of other
conditions that exert an influence, for example individ-
ual characteristics, poverty or deprivation. Furthermore,
of all the possible events that could take place, only cer-
tain ones will be recorded as the outcome for the par-
ticular intervention. In addition, Hood describes the
process of ‘reflexive-hermeneutic complexity’. For pro-
fessionals, applying their expertise is a social and individ-
ual process, which will be shaped by a range of factors,
including what they have learned, what they are
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mandated to do, and by their interactions with clients
and other professionals. Hood suggests that a way of
managing complexity would be inter-professional prac-
tice characterised by coordination and information shar-
ing, an arrangement between agencies and practitioners
to agree clear goals and responsibilities and open and
honest communication. However, that can increase com-
plexity further, as each member brings new knowledge
and their own understanding. Inter-professional collabo-
rations need “double reflexivity”. They must integrate all
the various pieces of expertise, experience and know-
ledge available to deal with the case in hand, while also
managing the social processes entailed in doing so.
Complexity means that the dynamics will change on an
individual basis, requiring a kind of reflexive adaptability
that goes beyond merely protocols and guidelines. This
could involve some form of clinical or group supervision,
which allows scope for creative disagreement as well as
for consensus on more routine aspects. Through this
supervision, practitioners may gain a better understand-
ing of causal mechanisms than they could on their own.
The case studies presented here highlight elements of
this reflexive adaptability: in two of them, clinical and
group supervision was used as a ‘safe space’ for health
and justice professionals to come together and key to
this for both services was the use of a professional exter-
nal to the service.
The strength of this study is the use of a multiple case
study design as it allowed us to extend beyond a descriptive
and explorative case study design, enabling greater rigour
in research (Fisher & Ziviani, 2004). Multiple case study
design can create a more convincing theory where the
evidence comes from more than one source (Eisenhardt &
Graebner, 2007). A particular strength was the decision to
focus on novel and forward-thinking services where there
was limited robust evidence-based literature to inform
delivery.
However, there are also a number of limitations. The
main driver for the selection of cases was trying to fill
our knowledge gaps in our developing program theory
and Intervention Delivery Platform. Therefore, the selec-
tion was biased towards specific health and justice ser-
vices delivering elements of our emerging program
theory. By their very nature the cases were not necessar-
ily representative of or generalisable to all health and
justice services. Another limitation is the small number
of cases studies. Six case studies were originally planned
for. However, we experienced delays in obtaining ap-
proval for two. As this was part of a larger study, we
needed to conduct all case studies within a particular
time period due to the development of the program the-
ory being used to develop the intervention that would be
tested within an empirical trial. Therefore, a decision
was made by the research team not to pursue them. It is
possible that these two case studies may have altered
our program theory or given us new insight into inter-
agency working. While multiple case studies are likely to
more representative than a single case, case studies are
expensive and time-consuming to undertake. Therefore,
the more cases undertaken the more likely it is that less
data is collected for each case (Baxter & Jack, 2008). In
this study we collected documents that were provided
from the service. It is possible that they may have with-
held some documents if they felt that they were sensitive
or may have shown them in a negative light. We have
no evidence to suggest that this happened, but it is a
possibility. The researcher spent 2–4 days at each case
study site, observing the service and the way it func-
tioned. It is possible that on the days the researcher was
there the service functioned differently due to their pres-
ence. Also, we conducted interviews only with 10–15 in-
formants at each case study site. The recruitment of
informants was designed to be open and transparent and
to minimise bias: for example, an email was sent to staff
and clients with information about the study and the re-
searcher’s contact details and anyone who wanted to
take part was asked to contact the researcher directly.
However, it is possible that the service took steps to con-
trol who this information went to. Again, we have no
evidence that this was the case but is a possibility. All
these factors may have biased our findings in some way.
Conclusion
Individuals with common mental health problems in
contact with the CJS have diverse and complex needs, so
effective interagency collaboration is essential to maxi-
mise outcomes and avoid individuals slipping through
the net. However, effective interagency collaboration is
also complex and often fails to deliver benefits (House of
Commons, 2018; National Audit Office, 2017; Public
Health England, 2016). Understanding this complexity is
vital and ‘Engager’ recognised this by developing the in-
vention using realist methods (Brand et al., 2019; Pear-
son et al., 2015). The case studies detailed here fed into
the ‘Engager’ program theory by providing practical in-
sights for practitioners and by emphasising important
processes, such as how client relationships can be dam-
aged or adversely affected by dysfunctional interagency
collaboration. Such lessons come at a critical time, just
when NHS England have engaged in a large-scale pilot
of ‘through the gate’ intervention (RECONNECT) across
England. By selecting collaborations that were innovative
and forward thinking with a flexible approach, we could
examine complex, multifactorial phenomena and prac-
tice models that played a valuable part in developing
both the core practice and the Implementation Delivery
Platform for an innovative complex intervention.
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